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I.    EXECUTIVE  SUMMARY 


Although  youth  are  at  significant  risk  for  HIV  disease,  no  systematic  review  of  prevention  and 
treatment  services  for  youth  in  San  Francisco  has  been  completed.  This  report  details  the  San 
Francisco  Department  of  Public  Health's  current  epidemiology,  prevention,  and  health  care  efforts 
regarding  youth  and  our  recommendations  for  future  programs.  It  includes  only  HIV  prevention 
and  health  services  funded  through  the  AIDS  Office.  It  does  not  include  other  sources  of  HIV 
prevention  and  health  services  eg.  the  San  Francisco  Unified  School  District  and  Community 
Substance  Abuse  Services. 

Based  on  the  definition  of  most  Departmental  youth  programs,  this  report  defines  youth  as 
persons  aged  12  to  25.  Youth  are  heterogeneous,  representing  different  ethnicities,  genders,  and 
sexual  orientations.  They  live  in  a  variety  of  environments  including  permanent  homes,  temporary 
homes,  detention  centers  and  the  streets.  This  group  represents  18%  of  San  Francisco's  total 
population. 

Why  are  youth  at  particularly  high  risk  for  HIV?  Youth  experience  rapid  physical,  cognitive,  and 
sexual  changes  that  can  be  confusing.  Part  of  this  developmental  process  is  exploration  of 
sexuality  and  substance  use,  which  may  be  greatly  influenced  by  peer  pressure.  Young  people  may 
also  experience  feelings  of  isolation,  anger,  and  low  self-esteem  that  lead  to  risk-taking.  These 
issues  are  particularly  problematic  in  certain  San  Francisco  youth  populations,  namely  young  men 
having  sex  with  men  (gay/bisexual  youth),  runaway  youth,  sex  workers,  injection  drug  users,  and 
new  immigrants. 

Adult  intervention  and  health  service  models  do  not  always  take  into  account  the  developmental 
needs  of  youth.  Similarly,  some  youth  programs  fail  to  create  youth-sensitive  services.  Such 
programs  may  not  successfully  attract  and  retain  youth  in  the  continuum  of  services. 

This  report  was  prepared  by  the  Youth  and  HIV  Disease  Committee.  This  committee  consisted 
of  representatives  from  the  Surveillance,  Prevention,  Health  Services,  and  Research  branches  of 
the  AIDS  Office,  the  Medical  Director  of  Special  Programs  for  Youth,  and  a  youth  advocate  from 
Special  Programs  for  Youth's  HTV-Positive  Youth  Advocacy  Project.  Three  young  persons 
served  on  this  committee. 


The  Epidemiology  of  HIV/ AIDS  Among  Youth 

While  only  434  cumulative  ADDS  cases  in  San  Francisco  are  among  youth  (3%),  an  additional 
6,500  cases  are  among  26-30  year  olds  (13%).  Given  a  median  incubation  period  of  10  years, 
almost  all  26-30  years  olds  with  AIDS  were  infected  with  HIV  during  their  youth.  Ninety  percent 
of  youth  with  AIDS  are  men  having  sex  with  men. 

Nearly  900  youth  are  estimated  to  be  living  with  HIV  infection  in  San  Francisco.  This  is  almost 
1%  of  San  Francisco's  youth  population.  The  majority  of  these  HIV-positive  youth  are  young 
men  having  sex  with  men  (73%).  Injection  drug  users  (IDUs),  heterosexual  men,  and  female 
partners  of  men  injecting  drugs  or  of  bisexual  men  represent  an  additional  27%  of  HIV-infected 
youth.  From  a  different  perspective,  the  prevalence  of  HIV  is  highest  among  young  men  having 
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sex  with  men  (12%),  moderate  in  youth  injecting  drugs  (2%),  and  extremely  low  in  non-injecting 

heterosexual  youth  (.  1 5%). 


Prevention  Programs  for  Youth 

Youth  represent  3 1%  of  the  population  at  highest  risk  for  fflV  (ages  12-55  years). 
Approximately  $2,000,000  or  22%  of  the  total  DPH  Prevention  funding  was  spent  youth 
prevention  services  during  FY  1992-93.  Prevention  strategies  include:  media  advertising  and 
materials  distribution,  street  or  other  community-based  outreach,  HTV  counseling  and  testing,  one 
time  or  ongoing  groups/workshops,  individual  education/counseling,  and  one-time  prevention- 
oriented  events.  In  addition  to  this  $2,000,000  expended  on  youth  prevention  services,  there  is 
evidence  that  other  general  community  prevention  campaigns  are  effectively  reaching  youth. 

Forty-four  percent  of  HIV  prevention  funding  for  youth  is  expended  on  HIV  counseling  and 
testing.  Youth  can  access  22  HIV  counseling  and  testing  sites  in  San  Francisco,  8  of  which  are 
"youth-specific"  (youth  tailored  and  youth  friendly)  and  offer  onsite  medical  and  psychosocial  care 
in  addition  to  HIV  counseling  and  testing. 

Of  the  remaining  56%  of  HIV  prevention  funding  for  youth,  prevention  groups  or  workshops 
received  30%  of  the  youth  funding,  street  or  other  outreach  received  13%,  individual 
education  received  4%,  and  one-time  events  received  1%.  Media  advertising  and  materials 
distribution,  including  condoms  and  dental  dams,  received  8%. 

In  1992,  3%  of  all  youth  in  SF  were  tested  for  the  first  time  at  anonymous  and  confidential  HIV 
testing  sites.  While  some  of  the  other  97%  percent  of  San  Francisco  youth  have  been  previously 
tested,  many  have  never  tested  or  have  never  returned  for  HIV  results.  Of  youth  tested  in  1992 
for  the  first  time,  the  vast  majority  were  aged  20-25  (83%). 

Review  of  literature  on  adolescent  behaviors  and  our  experience  with  youth  peer  education 
programs  indicate  that  youth  appear  to  respond  best  to  peer-led  interventions.  Focus  group  data 
conducted  recently  in  San  Francisco  among  young  gay/bisexual  men  suggests  that  these  youth  do 
not  view  themselves  as  part  of  the  adult  gay  community;  therefore,  messages  and  programs  need 
to  be  tailored  specifically  to  the  needs  of  a  younger  community  of  men  who  have  sex  with  men. 
In  addition,  preliminary  program  evaluation  data  suggests  that  youth  have  responded  positively  to 
street  and  community-based  outreach  interventions  by  seeking  counseling  and  testing  and  by 
participating  in  on-going  education  and  support  groups. 

During  the  summer  of  1993,  the  AIDS  office  will  release  a  Request  for  Proposal  (RFP) 
specifically  for  youth  prevention  services.  This  RFP  will  solicit  services  recommended  in  this 
report  and  others  as  identified  by  focus  groups  and  further  needs  assessment. 


Health  Service  Programs  for  Youth 

The  estimated  880  HIV-infected  youth  with  HIV  represents  3%  of  all  HIV-infected  persons  in 
San  Francisco.  Health  services  available  to  these  individuals  include:  primary  medical  care,  other 
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health  care,  psychosocial  support,  housing,  substance  abuse  treatment,  and  case  management 
services.  In  Fiscal  Year  1992-93,  $1,743,512  (6%)  of  the  total  AIDS  Office  Health  Service 
funding  was  expended  on  youth.  Of  these  funds: 

$747,272  (3%)  was  allocated  for  "youth  specific"  programs.  These  services  are 
categorized  into  five  service  areas  including:  housing,  psychosocial,  substance  abuse 
treatment,  primary  care  and  case  management.  DPH  AIDS  Office  data  shows 
proportionately  heavy  youth  utilization  of  health  services  at  these  sites.  Successful  youth- 
specific  programs  often  use  a  comprehensive  approach  offering  a  variety  of  prevention  and 
health  services  at  individual  sites. 

•         $996,240  was  expended  on  youth  in  non-youth-specific  programs.  Services  most  utilized 
are:  housing,  primary  medical  care,  psychosocial  support,  substance  abuse  treatment,  and 
case  management  services.  A  majority  of  youth  currently  infected  with  HIV  have  not 
been  diagnosed  with  AIDS  and  are  not  yet  ill.  Therefore,  the  current  low  utilization  of 
other  health  care  (e.g.  nurse  attendant  care)  and  eligibility  services  (benefits  counseling) 
will  change  if  a  large  number  of  this  population  become  ill. 

Estimates  of  HIV-infected  Youth  in  Primary  Medical  Care 

Data  suggests  that  about  150  (17%)  of  the  estimated  880  HIV-infected  youth  are  currently 
receiving  HIV  primary  medical  care  through  DPH  programs.  This  figure  is  based  on  the  current 
system  of  collecting  data  and  has  been  adjusted  to  eliminate  duplication.  Therefore,  83%  of  HIV- 
infected  youth  in  San  Francisco  do  not  currently  receive  primary  medical  care  through  DPH. 
Although  some  may  be  receiving  primary  medical  care  in  private  clinics,  many  may  not  be 
accessing  any  medical  care  services. 

Special  Programs  for  Youth 

Special  Programs  for  Youth  (SPY)  is  a  program  of  the  Department  of  Public  Health  with  strong 
affiliations  with  several  community-based  providers  including  Larkin  Street  Youth  Center,  Youth 
Advocates,  and  Bay  Area  Youth  Positives.  The  program  provides:  prevention 
education/counseling,  primary  care  services  including  STD/HIV  testing  and  outpatient  HIV  care, 
mental  health  and  support  services  for  HIV-infected  youth,  case  management,  HIV  research,  and 
advocacy,  training,  and  coordination  of  these  services  through  Project  AHEAD. 

In  1992,  SPY  provided  prevention  and  health  services  to  approximately  4,500  youth.  SPY  is  the 
largest  DPH  program  providing  youth-specific  HTV  health  services.  It  currently  serves  65 
HIV-infected  youth  and  has  provided  care  to  142  HIV-infected  youth  since  1989. 
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Recommendations 


Based  on  the  epidemiology  of  HIV  among  youth  and  the  Department's  experience  with  prevention 
and  health  service  programs,  the  following  are  our  most  important  recommendations  (see  Part  I 
of  the  Report  for  complete  recommendations): 


A.  General  Recommendations: 

1    Work  with  DPH  and  CBO  fflV  prevention  and  health  services  programs  to  enable  them  to 
become  youth-sensitive.  fflV  programs  are  most  effective  and  accessible  to  youth  when  they 
place  fflV  within  the  context  of  other  complex  and  pressing  life  issues  for  youth  including 
housing,  substance  abuse,  sexual  abuse,  pregnancy,  employment,  school,  and  relationships. 
All  providers  should  receive  comprehensive  youth  training. 

2.  Incorporate  HIV  prevention  messages  into  all  DPH  and  CBO  programs  serving  youth. 

3 .  Given  the  high  percentage  of  HIV-infected  youth  unaware  of  their  HIV  infection,  use  existing 
prevention  and  testing  resources  to  expand  youth-specific  testing  programs,  to  increase 
accessibility  of  testing,  and  to  counsel  and  encourage  all  youth  at  risk  to  test  for  HIV  and  to 
return  for  HIV  results. 

4.  Improve  coordination  of  all  DPH-sponsored  youth  services  in  an  effort  to  link  youth 
throughout  the  continuum  of  care. 


5. 


Train  and  employ  youth,  particularly  HIV-infected  youth,  to  participate  in  the  planning, 
implementation,  and  evaluation  of  all  programs  and  services  that  serve  youth. 


B.  Prevention  Recommendations: 

1 .  Target  youth  prevention  resources  proportionally  to  transmission  risk,  in  the  following 
prioritization:  young  men  having  sex  with  men,  injection  drug  users,  female  partners  of 
injection  drug  users  and  bisexual  men,  and  non-injecting  heterosexuals.  Within  the  highest 
risk  transmission  groups  i.e.  young  men  having  sex  with  men  and  injection  drug  users, 
prioritize  resources  on  ethnic  minority  youth  where  rates  of  unprotected  anal  intercourse  and 
injection  drug  use  are  especially  pronounced. 

2.  Work  with  the  San  Francisco  Unified  School  District  to  initiate  prevention  education  of  youth 
in  elementary  school,  using  age-appropriate  instruction. 

3 .  Enhance  and  coordinate  outreach  to  youth  through  DPH,  CBO,  and  school-based  programs 
(including  community  colleges). 

4.  Provide  condoms  in  dance  clubs,  bars,  recreational  centers,  and  other  places  where  youth 

gather. 
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C.  Health  Services  Recommendations: 

1 .  Work  with  the  Mayor's  HIV  Planning  (CARE)  Council  to  develop  a  continuum  of  supported 
housing  services  for  HIV-infected  youth,  ranging  from  independent  living  (including 
affordable  transitional  housing,  rent  subsidy  programs,  and  permanent  housing)  to  supervised 
residential  care  facilities. 

2.  Work  with  the  Mayor's  HIV  Planning  (CARE)  Council  to  expand  residential  and  outpatient 
substance  abuse  services  for  youth. 

3.  Work  with  the  Mayor's  HIV  Planning  (CARE)  Council  to  support  existing  youth  coordinated 
(peer  led)  psychosocial  programs. 

D.  Research  Recommendations: 

1.  Conduct  epidemiologic,  prevention,  and  health  services  research  to:  1)  identify  youth  at 
greatest  risk  for  HIV  infection;  2)  to  assess  rates  of  infection  and  disease  progression;  3)  to 
document  risk  behaviors  and  harm  reduction  behaviors;  4)  to  identify  obstacles  to  counseling 
and  testing  and  care;  5)  and  to  evaluate  prevention  strategies.  Funding  for  these  programs  has 
been  made  available  through  the  Centers  for  Disease  Control. 

Conclusion:  Planning  Process 

The  contents  of  this  report  should  be  presented  at  the  first  meetings  of  the  HIV  Youth  Advisory 
Committee.  The  data  and  recommendations  contained  in  this  report  can  form  the  basis  for  an 
ongoing  planning  process  for  youth  services.  With  respect  to  prevention  and  health  services, 
representatives  from  the  Health  Department  (including  representatives  from  the  branches  of  the 
AIDS  Office,  from  Special  Programs  for  Youth,  and  from  the  Children's  Cluster)  should  work 
collaboratively  with  the  HIV  Youth  Advisory  Committee  to  facilitate  implementation  of 
comprehensive  youth  services. 

In  addition,  a  DPH  body  should  be  established  which  will  coordinate  all  DPH-funded  programs 
for  youth,  including  AIDS  Office,  the  Children's  Cluster,  Special  Programs  for  Youth, 
Community  Mental  Health,  Community  Substance  Abuse  Services,  and  Community  Public 
Health  Services. 
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II.     PREVALENCE  OF  HIV/ AIDS  AMONG  YOUTH  IN  SF 

•  While  only  434  cumulative  AIDS  cases  in  San  Francisco  are  among  youth  (3%)  an 
additional  6,500  cases  are  among  26-30  year  olds  (13%).  Given  an  incubation  period 
of  10  years,  almost  all  26-30  years  olds  with  AIDS  were  infected  with  HIV  during 
their  youth.  Ninety  percent  of  youth  with  AIDS  are  men  having  sex  with  men 
(gay/bisexual  men).  [See  Figures  1-3 ] 

•  In  a  seroprevalence  survey  of  425  men  having  sex  with  men  or  men  identifying  as  gay 
or  bisexual,  aged  17-22,  residing  in  the  9-county  Bay  Area,  surveyed  at  street 
locations,  bars,  clubs,  parks,  recreational  centers,  and  special  events: 

.  9^4%  were  infected  with  HIV  and  19.8%  had  markers  for  Hepatitis-B  [See  Figure 

•  21.2%  of  the  African- American  young  men  were  HIV-infected,  compared  with 
9.5%  for  Latinos,  8.1%  for  Whites,  and  4.2%  for  Asian-Pacific  Islanders  [See 
Figure  5]. 

•  The  percentage  reporting  unprotected  anal  sex  in  the  prior  6  months  was  28. 1% 
among  whites,  38.5%  among  African  Americans,  40%  among  Latinos  and  27  1% 
among  Asian/Pacific  Islanders.  [See  Figure  6] 

In  seroprevalence  surveys  among  youth  attending  clinics  at  homeless  youth  centers  in 
San  Francisco: 

•  HIV  seroprevalence  was  26%  among  men  who  have  sex  with  men  50%  among 
men  who  have  sex  with  men  and  inject  drugs  (IDUs),  0%  among  heterosexual 
male  IDUs,  and  2.8%  among  heterosexual  female  IDUs,  0.7%  among  male 
heterosexuals  who  are  not  IDUs,  and  0.8%  among  female  heterosexuals  who  are 
not  IDU  [See  Figure  7]. 

•  HIV  seroprevalence  is  highest  among  whites  at  6.7%,  followed  by  Other  race  at 
32%  African-Americans  at  2.9%,  Latinos  at  2.4%,  and  Asian/Pacific  Islanders  at 
0/o.  Among  men  who  have  sex  with  men,  the  prevalence  of  HIV  was  similar 
among  whites  and  African-Americans  at  32.6%  and  33.3%  respectively  Among 
Latinos,  the  prevalence  of  HIV  was  25%.  [See  Figures  8-9] 

In  a  seroprevalence  survey  of  youth  at  the  Juvenile  Detention  Center: 

•  Among  1,301  persons  surveyed,  only  4  were  infected  with  HIV.  Among  the  ten 
men  who  have  sex  with  men  surveyed,  one  was  HIV  positive.  No  infections  were 
found  among  heterosexual  male  and  female  IDUs  nor  among  female  heterosexuals 
Among  the  971  male  heterosexuals  surveyed,  three  were  HIV  positive  for  a 
seroprevalence  of  less  than  1%.  [See  Figure  10]  ' 
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•    In  a  seroprevalence  survey  of  clients  attending  San  Francisco's  sexually  transmitted 
disease  clinic: 


•  High  levels  of  HIV  infection  among  youth  were  found  with  an  overall 
seroprevalence  of  3.5%. 

•  HIV  seroprevalence  among  men  who  have  sex  with  men  was  27%,  34.4%  among 
gay  and  bisexual  male  IDUs,  6.3%  among  the  heterosexual  male  IDUs,  2.6% 
among  heterosexual  female  IDUs,  and  1%  among  both  male  and  female 
heterosexuals  who  are  not  DDUs.  [See  Figure  11] 

•  HTV  seroprevalence  was  highest  among  whites  at  6.1%,  followed  by  Latinos  at 
2.7%,  African- Americans  at  2.5%,  and  Asian/Pacific  Islanders  at  2.3%.  [See 
Figure  12] 

•  In  a  seroprevalence  survey  among  drug  using  youth  who  are  seeking  drug  treatment: 

•  HIV  seroprevalence  was  1.9%  among  IDUs  who  entered  methadone  treatment 
programs.  [See  Figure  1 3] 

•  HIV  seroprevalence  was  3.9%  among  IDUs  who  entered  a  methadone-free 
detoxification  clinic.  [See  Figure  13] 

•  HIV  seroprevalence  was  2.6%  among  drug  using  youth  who  do  not  inject  drugs 
who  entered  a  methadone-free  detoxification  clinic.  [See  Figure  13] 

•  Young  men  who  have  sex  with  men  comprise  less  than  2%  of  the  clients  entering 
methadone  treatment  as  compared  to  their  comprising  7-8%  of  the  clients  entering 
detoxification  clinics. 

•  90%  of  youth  at  methadone  treatment  programs  use  heroin  as  their  primary  drug, 
while  of  youth  at  the  methadone-free  detoxification  clinic,  60%  use  heroin  as  their 
primary  drug  and  20%  use  cocaine/" crack"  or  amphetamines/"speed"  as  their 
primary  drug  . 

•  In  seroprevalence  surveys  of  women  of  reproductive  age: 

•  HIV  seroprevalence  of  HIV  is  very  low. 

•  Among  young  women  giving  birth,  the  prevalence  of  HIV  was  0.2%,  or  about  20 
infected  women  per  10,000  births. 

•  Among  young  women  seeking  services  at  a  family  planning  clinic,  the  prevalence 
of  HIV  was  .06%,  or  6  infections  per  10,000  women. 

•  Among  young  women  at  an  abortion  clinic,  the  prevalence  of  HIV  was  0.7%,  or 
70  infections  per  10,000  women.  [See  Figure  14] 


IN  SUMMARY: 


Nearly  900  youth  12  to  25  years  of  age  are  currently  estimated  to  be  living  with  HIV 
infection  in  San  Francisco,  representing  almost  1%  of  the  City's  youth  population. 
Young  men  having  sex  with  men  comprise  the  majority  of  HIV  infections  among 
youth.  It  is  estimated  that  640  (73%)  young  men  having  sex  with  men  are  living  with 
HIV  in  SF  out  of  a  total  of  880  youth  living  with  HIV.  It  is  estimated  that  60  (7%) 
youth  who  inject  drugs  are  currently  infected  with  HIV  and  that  180  (20%)  women 
and  heterosexual  men  are  also  infected  with  HIV.  [See  Figure  15] 

The  vast  majority  of  youth  currently  infected  with  HIV  in  San  Francisco  are  either 
men  having  sex  with  men,  injection  drug  users,  or  sexual  partners  of  men  having  sex 
with  men  or  of  injection  drug  users.  The  data  suggest  these  groups  are  at  highest 
risk  for  HIV,  while  heterosexual  youth  who  do  not  inject  drugs  are  at  low  risk  in  San 
Francisco. 

• 

Althouth  the  rates  of  HIV  infection  among  men  having  sex  with  men,  IDUs,  and  their 
sexual  partners  is  high,  these  rates  may  have  risen  even  higher  were  it  not  for  current 
prevention  efforts.  Similarly,  the  low  rates  of  HIV  infection  among  youth  may  be 
partially  attributable  to  successful  HIV  prevention  campaigns. 
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III.  A.  Current  HIV  Prevention  Programs  for  Youth 


•  During  FY  1992,  approximately  $9,000,000  of  CDC  (62%),  General  Funds  (30%),  and  State 
funds  (7%)  were  allocated  to  prevention  services  for  all  target  populations. 

•  Approximately  $2,000,000  was  expended  for  youth  prevention  services  during  FY  92-93. 
This  represents  22%  of  all  prevention  funding  [See  Figure  16].  In  addition  to  this 
$2,000,000  expended  on  youth  prevention  services,  there  is  evidence  that  other  general 
community  prevention  campaigns  are  effectively  reaching  youth. 


•  FY  1992-93  funding  was  divided  in  the  following  ways:  13%  of  the  youth  funding  targeted 
young  men  who  have  sex  with  men,  5%  targeted  injection  and  other  substance  users  and 
youth  served  by  homeless  youth  shelters,  15%  targeted  school  based  youth,  10%  is 
community-based,  9%  is  detention  based,  4%  is  clinic  and/or  hospital  based  ,  and  44%  is 
FIIV  counseling  and  testing.  [See  Figure  17] 

•  The  majority  of  prevention  strategies  employed  are  one-time  or  ongoing  groups  or 
workshops,  street  or  other  outreach,  individual  education  or  counseling,  one-time  events, 
media  advertising,  and  materials  distribution  (includes  condoms  and  dental  dams). 

•  22  HIV  counseling  and  testing  sites  are  available  to  youth;  13  offer  confidential  testing  only;  6 
offer  anonymous  testing  only;  3  offer  both  anonymous  and  confidential  testing.  [See  Figures 
18-19] 

•  Of  these  22  sites,  8  are  "youth  specific"  (youth  tailored  and  youth  friendly);  6  offer  only 
confidential  testing;  1  offers  only  anonymous  testing;  1  offers  both  anonymous  and 
confidential  testing.  [See  Figures  18-19] 

•  All  8  youth-specific  sites  offer  both  medical  and  psychosocial  care  in  addition  to  HIV 
counseling  and  testing.  [See  Figures  18-19] 

•  Review  of  literature  on  adolescent  behaviors  and  on  our  experience  with  youth  peer  education 
programs  indicate  that  youth  appear  to  respond  best  to  peer-led  interventions.  Focus  group 
data  conducted  recently  in  San  Francisco  among  young  gay/bisexual  men  suggests  that  these 
youth  do  not  view  themselves  as  part  of  the  adult  gay  community;  therefore,  messages  and 
programs  need  to  be  tailored  specifically  to  the  needs  of  a  younger  community  of  men  who 
have  sex  with  men.  In  addition,  preliminary  program  evaluation  data  suggests  that  youth  have 
responded  positively  to  street  and  community-based  outreach  interventions  by  seeking 
counseling  and  testing  and  by  participating  in  on-going  education  and  support  groups. 

•  During  the  summer  of  1993,  the  AIDS  office  will  release  a  Request  for  Proposal  (RFP) 
specifically  for  youth  prevention  services.  This  RFP  will  solicit  services  recommended  in  this 
report  and  others  as  identified  by  focus  groups  and  further  needs  assessment. 
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HIV  Counseling  and  Testing  Programs  (Anonymous  and  Confidential) 

Note:  Clients  using  DPH  HIV  counseling  and  testing  sites  are  self-selected.  Therefore,  the 
following  data  is  not  representative  of  seroprevalence  rates  for  all  youth  in  San 
Francisco.  This  data  refers  to  youth  testing  for  the  first  time  only  (excludes  all  repeat 
testers). 

•  During  1992,  3,  529  youth  between  the  ages  of  12-25  were  tested  for  the  first  time  at  HIV 
testing  sites.  This  represents  3%  of  the  total  SF  youth  population.  (Note:  This  does  not 
mean  that  only  3%  of  youth  have  ever  been  tested;  3%  were  tested  for  the  first  time  in  one 
year.)  6%  of  these  youth  were  between  the  ages  of  12-17,  and  94%  were  18-25.  [See  Figure 
20] 

•  During  1 992,  of  youth  tested  for  the  first  time  at  HIV  testing  sites,  73  were  HIV  positive. 
This  represents  2%  of  youth  tested  for  the  first  time  in  1992.  [See  Figure  21] 

•  The  proportion  of  youth  testing  anonymously  (68%)  was  greater  than  the  proportion  testing 
confidentially  (32%).  [See  Figure  22] 

•  Confidential  testing  sites  have  higher  proportions  of  HIV  positive  youth  (4%)  than  anonymous 

testing  sites  (1%).  [See  Figure  23] 

•  HIV-infected  men  who  have  sex  with  men  are  testing  at  higher  rates  than  other  youth 
transmission  groups  at  both  anonymous  and  confidential  sites.  [See  Figure  24] 

•  Youth  residing  in  the  San  Francisco  Mission,  Outer  Mission,  Potrero  and  OMI  neighborhoods 
are  testing  at  higher  rates  than  youth  residing  in  other  neighborhoods.  [See  Figure  25] 
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III.  B.  Health  Service  Programs  for  Youth 

During  FY  1992-93,  approximately  $27  million  of  State  (11%),  General  Fund  (17%),  and  Ryan 
White  CARE  funds  (72%)  were  allocated  to  health  services  for  persons  with  HTV  infection. 
These  services  are  organized  into  six  areas  including:  housing,  psychosocial,  primary  care,  case 
management,  other  health  care,  and  eligibility  services.  [See  Figure  26  for  definition  of  these 
areas] 

The  estimated  880  FflV-infected  youth  with  HTV  represents  3%  of  all  HIV-infected  persons  in 
San  Francisco.  Allocations  for  programs  specifically  targeting  and  serving  individuals  under 
twenty-five  years  old  are  currently  $747,272  (Please  note:  Data  reporting  format  allows  for  age 
category  breakdowns  of  24  or  less,  and  25  -  29).  This  accounts  for  3%  of  the  total  amount  of 
health  services  funding.  For  FY  1993-94  this  amount  will  decrease  approximately  1%  to 
$741,018  and  will  account  for  2%  of  the  total  health  services  funding.  These  youth-specific 
programs  are  organized  into  five  basic  areas  including: 

Housing  ($362,163)* 

Housing  services  funded  by  Health  Services  specifically  for  HIV  infected  youth  include:  3 
beds  in  a  congregate  house  for  youth,  2  independent  living  assistance  rent  subsidies  for  gay 
youth,  17  youth  rent  subsidies,  and  short-term  transitional  housing  (1-3  months)  for  50 
homeless  youth.  Although  the  level  of  support  services  provided  varies  by  contractor,  support 
services  may  include:  meals,  mental  health  counseling,  peer  support  groups,  case  management, 
basic  life  skills  training,  and  referrals  to:  primary  care,  substance  abuse  treatment,  and  money 
management  programs. 

Although  ten  youth  housing  subsidies  ($91,669)  will  be  added  to  fill  current  needs,  funding  for 
youth-specific  housing  programs  will  decrease  30%  to  $253,828  for  FY  1993-94.  A  program 
offering  seventeen  housing  subsidies  and  a  full  time  case  manager  ($151,337)  was  not 
renewed.  However,  contracts  currently  in  development  are  being  reconfigured  to  offer  more 
housing  opportunities  for  youth. 

*Includes:  Residential  Care,  Supervised  Living,  Autonomous  Living  and  Independent  Living. 

Psychosocial  Services  ($133,404)* 

The  SF  DPH  AIDS  Office  Health  Services  Branch  contracts  with  two  providers  for 
psychosocial  support  services  for  64  youth.  Services  include:  ongoing  weekly  peer  facilitated 
drop-in  groups  (both  open  and  closed),  psychosocial  counseling,  aftercare  services,  and 
independent  living  groups.  Funding  for  youth  specific  psychosocial  programs  will  increase 
4%  to  $138,957  for  FY  1993-94. 

*Includes:  Emotional  Support,  Client  Advocacy,  Practical  Support,  Volunteer  Recruitment 
and  Day  Care 
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Primary  Care  ($115,890)*  .  . , 

Youth-specific  primary  care  services  funded  through  Health  Serv,ces  are  provided  by 
Department  of  Public  Health,  Special  Programs  For  Youth  clinics.  Services  for  50  young 
clients  are  provided.  Funding  for  youth  specific  primary  care  services  will  increase  15  /o  to 
$135,758  for  FY  1993-94. 

*  Includes.  Mental  Health,  Dental  Care,  Routine  Medical  Care  and  Institutional  Care. 

Case  Management  ($66,418)* 

Health  Services  contracts  with  two  providers  for  youth-specific  case  management  services. 
Services  include:  individual  assessment,  development  of  client  plan  and  ongoing  support,  and 
referrals  and  information.  Targeted  youth  for  these  services  include:  homeless, 
runaway/throwaway  youth,  and  youth  involved  with  the  Juvenile  Justice  system.  Youth- 
specific  case  management  services  are  funded  at  two  different  sites,  although  the  vast  majority 
of  youth  service  providers  also  informally  provide  case  management  services.  Funding  for 
youth  specific  case  management  services  will  increase  53%  to  $139,955  for  FY  1993-94. 

includes.  Brokerage  or  Clinical  Models. 

Substance  Treatment  ($69,397)* 

Health  Services  contracts  with  one  provider  for  substance  abuse  treatment  services  for  48 
youth  These  services  include:  ongoing  client  support  groups,  individual  client  assessment  and 
intervention,  and  consultation  services  for  other  substance  abuse  providers  and  HIV  service 
providers  on  the  management  of  young  clients  with  multiple  diagnoses.  Funding  for  youth- 
specific  substance  abuse  treatment  will  increase  4%  to  $72,520  for  FY  1993-94. 

♦Includes:  Detox,  Aftercare,  and  Outpatient  Treatment. 


Youth  Specific  Programs 


FY  92-93  FY  93-94  Variance 


Housing  $362,163  $253,828  -(30)% 

Primary  Care  $115,890  $135,758  15% 

Substance  Abuse  $69,397  $72,520  4% 

Case  Management  $66,418  $139,955  53% 

Eligibility  $0                          SO  0% 

Psychosocial  $133.404  $138,957  _4%_ 

Total  Youth  Specific  Funding  $747,272  $741,018*  (1)%($6,254) 

♦Projected  funding  amount  is  contingent  on  current  contract  negotiations;  the  amount  is  subject 

to  change. 

[See  Figure  2  7  for  FY  1993-94  Youth-Specific  program  information] 
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Youth  Utilization  of  All  Services  FY  1992-93 

Contractor  Quarterly  Report  data  through  December,  1992  shows  that  in  addition  to  the 
programs  designed  specifically  for  this  population,  youth  also  utilize  other  general  health  service 
programs.  The  following  statistics  include  utilization  of  general  and  youth-specific  programs  [See 
Figures  28-29]: 

•  6%  ($1,743,512)  of  total  Health  Service  funds  are  currently  expended  on  youth. 

•  11%  ($526,091)  of  total  Housing  funds  are  currently  expended  on  youth. 

•  8%  ($63 1,816)  of  total  Primary  Care  funds  are  expended  on  youth. 

•  6%  ($1 16,841)  of  total  Substance  Abuse  funds  are  expended  on  youth. 

•  7%  ($175,164)  of  Case  Management  funds  are  expended  on  youth. 

•  7%  ($190,398)  of  Psychosocial  funds  are  expended  on  youth. 

•  3%  ($15,486)  of  Eligibility  funds  are  expended  on  youth. 

•  2%  ($87,716)  of  Other  Health  Care  Funds  are  expended  on  youth. 

•  Data  suggests  that  about  150  of  the  estimated  880  HIV-infected  youth  are  currently  receiving 
HIV  primary  medical  care  through  DPH  programs  (17%).  This  figure  is  based  on  the  current 
system  of  collecting  data  and  has  been  adjusted  to  counter  record  duplication.  Therefore, 
83%o  of  HIV-infected  youth  in  San  Francisco  do  not  currently  receive  primary  medical  care 
through  DPH.  Although  some  may  be  receiving  primary  medical  care  in  private  clinics,  many 
may  not  be  accessing  any  medical  care  services.  [See  Figure  30] 

•  The  data  also  suggests  that  the  majority  of  youth  utilizing  services  are  over  18  years  old. 
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III.  C.  Special  Programs  for  Youth  -  Health  Care  Services 


Special  Programs  for  Youth  (SPY)  is  one  of  many  programs  that  serves  youth  in  the  Department. 
The  program  is  part  of  the  new  DPH  Children  and  Youth  Cluster  under  the  direction  of  Florence 
Stroud  SPY'S  mission  is  to  give  youth  their  best  chance  for  health.  Youth  are  provided 
confidential,  comprehensive,  culturally  appropriate  care  in  accessible  and  youth-specific  (youth- 
tailored  and  youth  friendly)  settings.  Program  components  include  direct  services  (primary  care, 
mental  health  and  psychosocial  support,  health  education,  and  case  management),  training  and 
education,  clinical  research,  policy  development  and  advocacy.  Services  are  provided  at  5  sites: 
Juvenile  Hall,  Juvenile  Probation,  Log  Cabin  Ranch,  Cole  Street  Clinic,  and  Larkin  Street  Clinic 
and  are  a  collaborative  effort  with  "host"  and  affiliated  agencies. 

SPY  is  supported  by  San  Francisco's  General  Fund,  federal,  and  state  grants  for  family  planning, 
drug  treatment  HIV  prevention,  treatment  and  research,  homeless  health  care,  tobacco 
prevention  Host  agencies  (Juvenile  Probation,  Larkin  Street,  and  Youth  Advocates)  provide 
significant  in-kind  financial  support.  From  7/91  -  6/92  over  4500  youth  were  seen  for  26,3 11 
medical  14  813  mental  health,  and  10,802  health  education  and  case  management  visits.  Clients 
are-  65%  male  and  35%  female;  36%  African  American,  12%  Asian/PI,  20%  Latino/a,  27% 
White,  and  5%  Other;  average  age  -  16.5  years  (range  10-25);  6%  self  identify  as  sexual 
minorities.  Many  have  complex  problems  and  have  had  histories  of  severe  neglect  and 
maltreatment. 


Current  HIV-Related  Services  and  Program  Components 
Health  Care  -  Prevention  Education  and  Counseling 

•  HIV  prevention  is  incorporated  into  comprehensive  prevention  strategies  addressing 
pregnancy,  HIV/STDs,  drug,  alcohol,  and  tobacco  use,  and  violence  and  suicide  prevention 

messages. 

.    As  part  of  the  citywide  HIV  risk  reduction  and  condom  distribution  plan  for  high  schools, 
SPY  is  collaborating  with  McAteer  High  School 

.    Brochures,  posters,  videos,  and  resource  cards  are  developed  primarily  by  youth  for  youth. 
An  HIV  and  Youth  Update  manual  is  published  annually. 

•  Over  1,000  youth  were  provided  HIV  prevention  education  in  1992. 


Health  Care  -  Primary  Care  Services 

•  Primary  care  teams  provide  prevention  education,  confidential  HIV  counseling  &  testing,  and 
early  intervention  services  at  all  sites.  In-patient  hospitalization  and  subspecialty  consultation 
are  provided  primarily  at  SFGH  through  Family  and  Community  Medicine. 
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•  Out  patient  services  are  clustered  at  Larkin  and  Cole  Street. 

•  Primary  care  has  been  provided  to  over  60  HIV-infected  youth. 

Health  Care  -  Mental  Health  and  Support  Services 

•  Bay  Positives,  a  network  of  peer  and  adult  facilitated  drop-in  and  closed  support  groups  for 
HIV-infected  youth,  has  served  over  100  youth. 

•  Monthly  groups  provide  education/support  for  loved  ones  of  HIV-infected  youth  and  for 
affected  youth. 

•  A  psychiatric  social  worker  (at  Cole  Street)  and  a  consulting  adolescent  psychiatrist  provide 
1:1  psychotherapy. 

•  Over  25  youth  are  currently  being  seen,  and  the  program  is  at  capacity. 
Health  Care  -  Case  Management 

•  Case  managers  assist  youth  in  accessing  housing,  food,  primary  care,  mental  health,  and 
substance  abuse  treatment,  support,  clinical  trials,  job  and  school  opportunities,  and 
transportation. 

•  SPY  currently  provides  intensive  (continuous)  case  management  to  30  clients,  and  the 
program  is  at  capacity. 

Health  Care  -  Clinical  Teams 

•  SPY  and  collaborating  clinicians,  case  managers,  and  mental  health  staff  meet  in  clinical  teams 
(Cole  Street,  Larkin  Street,  Youth  Guidance  Center,  SFGH)  for  client  reviews  and  problem 
solving  to  maintain  consistency,  to  avoid  duplication,  and  to  reinforce/modify  treatment  plans. 
Staff  participate  in  the  monthly  HIV  Youth  Providers  meeting  for  inservices  and  support. 

Project  AHEAD  -  Advocacy,  Training,  and  Coordination 

•  One  of  5  youth-specific  HRSA  Pediatric  AIDS  Demonstration  Projects  in  the  US 

•  Links  health  and  youth  service  providers  working  with  high  risk  and  HIV-infected  youth. 

•  Provides  extensive  training  to  providers  on  youth  and  HTV  disease  and  HIV  counseling  and 
testing 

•  Sponsors  an  HIV  Positive  Youth  Speaker's  Bureau  and  the  HIV  Positive  Youth  Advocacy 
Project  (HYAP)  to  increase  the  visibility  and  voice  for  HIV-infected  youth  and  their  concerns. 
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•    Participates  in  national  efforts  focusing  on  Youth  and  HIV. 


Research 


SPY  participates  in  the  development  and  implementation  of  clinical  drug  trials  and  projects  to 
describe  the  extent  and  epidemiology  of  fflV  infection  in  youth.  A  Youth  Advisory  Board 
ensures  youth  involvement  in  the  ongoing  development  and  implementation  of  the  projects. 


SPY  and  Bay  Positives  have  provided  care  to  142  HIV-infected  youth  .  SPY  currently  has  6 
active  HIV-infected  clients.  The  42  current  primary  medical  care  clients  are:  93%  male;  59°/ 
white,  19%  African  American,  10%  Latino,  7%  Asian/Pacific  Islander,  5%  other/mixed  race; 
engage  in  gay/bisexual  behaviors  and  52%  have  injected  drugs. 
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IV.  RECOMMENDATIONS 


The  following  recommendations  are  based  on  the  epidemiology  of  HIV  among  youth  and  the 
Department's  experience  with  prevention  and  health  service  programs: 

A.  General  Recommendations: 

1 .  Work  with  DPH  and  CBO  HIV  prevention  and  health  service  programs  to  enable  them  to 
become  youth-sensitive.  HIV  programs  are  most  effective  and  accessible  to  youth  when  they 
place  HIV  within  the  context  of  other  complex  and  pressing  life  issues  for  youth  including 
substance  abuse,  sexual  abuse,  pregnancy,  employment,  school,  and  relationships.  All  health 
care  and  youth  providers  should  receive  comprehensive  youth  training  which  could  be 
provided  through  existing  departmental  resources.  Included  in  this  youth-specific  training 
would  be:  HIV  counseling  and  testing,  support  services,  disclosure  and  partner  notification, 
harm  reduction  activities,  coping  with  burnout,  and  cultural  competency. 

2.  Incorporate  HIV  prevention  messages  into  all  DPH  and  CBO  programs  serving  youth. 

3.  Given  the  high  percentage  of  HIV-infected  youth  unaware  of  their  HIV  infection,  use  existing 
prevention  and  testing  resources  to  expand  youth-specific  testing  programs,  to  increase 
accessibility  of  testing,  and  to  counsel  and  encourage  all  youth  at  risk  to  test  for  HIV  and  to 
return  for  HIV  results. 

4.  Improve  coordination  of  all  DPH-sponsored  youth  services  in  an  effort  to  link  youth 
throughout  the  continuum  of  care. 

5.  Train  and  employ  youth,  especially  HIV-infected  youth,  to  assist  in  the  planning, 
implementation,  and  evaluation  of  programs  and  services  that  serve  youth.  Promote  youth 
empowerment,  public  education  activities,  and  "youth  for  youth",  peer-driven  programming. 

6.  Investigate  the  need  for  and  efficacy  of  developing  a  model  of  centralized  youth-specific 
health  services  and  prevention.  This  model  would  provide  drop-in  HIV/STD  testing, 
individual  and  group-based  prevention  education,  primary  medical  care,  case  management, 
and  psychosocial  services  for  HIV-infected  youth. 

7.  Initiate  a  prevention  and  health  service  needs  assessment  in  the  next  year  to  gain  an  accurate 
perspective  of  successes  and  gaps  in  current  services  including:  access  and  barriers  to 
services,  services  desired,  location  of  services,  and  types  of  interventions  preferred.  Needs 
assessments  should  be  conducted  through  survey  methodology  and  focus  group  methodology. 
These  assessments  should  carefully  sample  youth  from  all  ethnic  groups,  genders,  and  from  in- 
school  and  out-of-school. 
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B.  Prevention  Recommendations: 

1 .  Target  all  prevention  resources  proportionally  to  transmission  risk,  in  the  following 
prioritization:  young  men  having  sex  with  men,  injection  drug  users,  female  partners  of 
injection  drug  users  and  bisexual  men,  and  non-injecting  heterosexuals.  Within  the  highest 
risk  transmission  groups  i.e.  young  men  having  sex  with  men  and  injection  drug  users, 
prioritize  resources  on  ethnic  minority  youth  where  rates  of  unprotected  anal  intercourse  and 
injection  drug  use  are  especially  pronounced. 

2.  Work  with  the  San  Francisco  Unified  School  District  to  initiate  prevention  education  of  youth 
in  elementary  grades  in  the  schools,  using  age-appropriate  instruction.  Schools  should  be 
encouraged  to  adopt  and  use  comprehensive  curricula  which  include:  decision  making  skills, 
values  clarification,  self-esteem  building,  assertiveness  and  communication  skills,  sexual 
minority  issues,  AEDS/STDs,  and  referrals  for  youth-specific  medical  and  psychosocial  care. 
Initiate  peer-based  education  programs  to  plan  and  implement  this  comprehensive  curriculum. 
Peer  education  is  extremely  effective  in  shaping  behaviors  and  attitudes.  The  Department  and 
CBOs  can  provide  necessary  training  and  resources  to  initiate  and  evaluate  school-based 
prevention  programs.  Administrators  and  teachers  should  implement  these  programs. 

3.  Enhance  and  coordinate  outreach  at  non-mainstream  schools  through  existing  DPH,  CBO, 
and  school-based  peer  education  programs  (including  community  colleges).  This  would 
include  job  corps,  group  homes,  continuation  schools,  community  day  schools,  and  alternative 

schools. 

4.  Provide  condoms  in  dance  clubs,  bars,  recreational  centers,  and  other  places  where  youth 
gather. 

5.  Develop  and  update  a  plan  for  prevention  services  for  youth  which  includes  philosophy,  policy 
statements,  mission,  short  and  long-term  goals,  measurable  objectives,  and  appropriate 
evaluation  methodology.  This  plan  must  address  cultural  competency. 

6.  Use  existing  data  compiled  by  DPH  sources  and  other  research  bodies  which  document  high 
risk  behaviors  and  HIV  seroprevalence.  Review  health  education  interventions  that  have 

demonstrated  effectiveness  for  youth. 

7.  Gain  input  from  DPH  providers,  community  based  organization  (CBO)  providers,  research 
institutions,  literature  searches,  and  schools. 

8.  Increase  HIV  counseling  and  testing  and  harm  reduction  activities  within  the  context  of 
primary  care  (including  STD,  pregnancy,  and  TB  screening  services). 

9.  Work  with  private  organizations  that  perform  testing  (i.e.  blood  bank)  to  establish  counseling 
protocol  for  delivering  test  results. 

10.  Ensure  maintenance  of  condom  availability  in  schools.  DPH  and  SFUSD  should  jointly 
explore  future  options  for  funding  this  program. 
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1 1 .  Explore  van  or  other  storefront-type  outreach  to  reach  youth  in  their  natural  environments. 
Provide  health  screenings  for  HIV/STD/TB/pregnancy,  education,  support  and  referral  to 
appropriate  comprehensive  medical  and  psychosocial  care. 

12.  Increase  HIV  prevention  activities  at  youth-oriented  venues,  such  as  sporting  events,  concerts, 
raves,  dance  clubs,  recreational  centers,  housing  projects,  record  shops,  shopping  centers,  fast 
food  restaurants,  church  groups,  and  others. 

C.  Health  Services  Recommendations: 

1 .  Work  with  the  Mayor's  HIV  Planning  (CARE)  Council  to  develop  a  continuum  of  supported 
housing  services  for  HIV-infected  youth,  ranging  from  independent  living  (including: 
affordable  transitional  housing,  rent  subsidy  programs,  and  permanent  housing)  to  supervised 
residential  care  facilities. 

2.  Work  with  the  Mayor's  HIV  Planning  (CARE)  Council  to  expand  residential  and  outpatient 
substance  abuse  services  for  youth,  given  the  high  rate  of  using  youth  and  the  direct  link  to 
HIV  transmission. 

3.  Increase  case  management,  vocational,  mental  health,  and  recreational  activities  for  HIV- 
infected  youth  and  their  loved  ones  in  order  to  meet  growing  demands  and  needs  during 
disease  progression. 

4.  Provide  youth  with  basic  social,  organizational  and  financial  skill  learning  opportunities  by 
enhancing  existing  services  through  the  addition  of  multi-dimensional  service  components  that 
may  include: 

benefits  and  entitlements  counseling 

general  education  degree  (GED)  and  school  programs 

job  training 

5.  Supplement  current  case  management  services  for  youth  at  youth-specific  sites.  Case 
management  services  should  include:  benefits  eligibility  counseling,  client  advocacy, 
mentoring  and  facilitating  access  of  social  and  health-related  services. 

6.  Maintain  current  level  of  primary  medical  care  with  the  capacity  to  increase  services  as  HIV 
infected  youth  case  load  increases. 

D.  Research  Recommendations: 

1.  Work  with  the  Centers  for  Disease  Control  to  conduct  more  detailed  epidemiological  studies 
of  youth  at  risk  for  HTV  infection  including  study  of  their  demographics,  rates  of  infection, 
and  progression  of  HIV  disease.  Emphasize  street-based  research  to  gain  a  more 
generalizable  epidemiological  picture  of  youth. 
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5. 


Work  with  the  Centers  for  Disease  Control  to  conduct  prevention  research  t.W«ftel» 
associated  with  risk  and  harm  reduction  behaviors,  obstacles  to  counseling  and  testing,  and  to 
assess  effectiveness  of  current  and  planned  prevention  interventions. 

Conduct  health  services  research  to  evaluate  the  effectiveness  of  sewice  treatment  models  and 
support  systems  specific  to  HIV-infected  youth  and  utilization  of  and  obstacles  to  accessing 


care. 


Conclusion-  Planning  Process 


The  contents  of  this  report  should  be  presented  at  the  first  meetings  of  the  HIV  Youth  Advisory 
Committee  The  data  and  recommendations  contained  in  this  report  can  form  the  basis  for  an 
ongoing  planning  process  for  youth  services.  With  respect  to  prevention  and  health  services 
representatives  from  the  Health  Department  (including  representatives  from  the  branches  of  the 
AIDS  Office  from  Special  Programs  for  Youth,  and  from  the  Children  and  Youth  Cluster) 
should  work'collaboratively  with  the  HIV  Youth  Advisory  Committee  to  facilitate 
implementation  of  comprehensive  youth  services. 

In  addition  a  DPH  body  should  be  established  which  will  coordinate  all  DPH-fiinded  programs 
for  youth  including  AIDS  Office,  the  Children  and  Youth  Cluster,  Special  Programs  for  Youth, 
Community  Mental  Health,  Community  Substance  Abuse  Services,  and  Community  Public 
Health  Services. 


21 


VI/ 

■  MM 

o 

C 

CO 
CD 

e/Etl 

ex  w 

1992- 

o 

C/) 

CO 

>* 

DC 

0 

0 

> 

CD 

CO 

X 

0 

> 

o 

m 

I 

wh 

isco 

O 

c 

O 

ce 

0 

03 

LL 

alen 

CD 
C 

San 

roprev 

ng  Yoi 

YMS: 

0 

o 

CO 

E 
< 

IT) 
CD 

13 
CD 


Q_  Cu 


CD 
Q_ 


O 
lO 


O 


o 

CO 


o 

CM 


U. 

CO 

CO 


T3 

j=  >  S! 

-5  CO  I 

o  w  o 

>-  ®  0> 

TO  CD  <J> 

0  °  o 

c  X  O 

5  CO 

<  go 

^  >  CO 

1  0  11 

°W  5 

co  co 

CD  O  CO 

o  ■;= 


o>  O 


0) 

CO 

> 

CD 
CL 


CO 

6 


6 


oq 
c\i 


0 
> 


CO 

o 

> 

X 

• 

c 
o 

l_ 

0 

Q_ 


O 


CD 
CM 


O 
CD 


O 
ID 


O 


o 

CO 


1- 
o 

Cvl 


X 

c 

4) 

"OS 

om 

T — 

CD 
■ 

0> 

%s 

o 

T 

« 

3 

X 

CM 

d) 

c 

o 

01 

O 

L. 

Me 

CO 
■ 

0) 

X 

co 

ro 

Z> 

3 

X 

a 

0) 

CM 

0) 

o 

c 

■ 

CD 

me 

(1) 

o 

x  £ 

03 

co 

ex 

□ 

CO 

CO 

o 

CD 

en, 

■ 

z 

0) 

5 

X 

co 

CO 

3 

X 

CD 

Q 

CM 

co 

CD 

■ 

C 

Z 

>■ 

CD 

n 

^ 

CD 

c5 

a 

X 

CD 

c 

o 

CO 

CD 

CO 

■ 

S 

Z 

>l 

ca 

CD 

C 

o 


CVi 
CO 


<  o 

JO  >  % 
~Z  CD 

^   CO  I 

O  £  o 

ix 

<  G) 


O 
O 
CO 


03 


0 

o5 


^    >  03 


0 

(0 
> 
CD 


CD 

LL 

CO 

CD 

CO 

03 

> 

o 

CO 

•*-> 

CO 

■  mm—m 

c 

o 

Q_ 

o 

> 
X 

-♦— » 
c 

CD 

O 
i_ 

0 
Q. 

c\i 


CD 


O 
CD 


O 
ID 


O 


O 
CO 


O 
CM 


O) 


-o 
c 

H 

o  w 

?! 

<  D) 

>  i 


CM 

O 
I 

o 


o 
o 


Q) 
O 


CO  CO 
O  CO 


CO 

> 

0 


<D 


(0 
=1 

CO  <D 


O  - 


>. 
03 


CO 

CO  _  £ 


CD 
> 


03 
O 
CL 

> 

X 

■#-» 
c 

CD 

O 
i_ 

0 

CL 


CM 


O  _ 

E  £ 


CO 

CO 
CO 


0 
E 

<~ 

I  CVJ 

C  - 

co  5 
o 


CO 

c\i 

CO 


0  — 
x:  «? 


O 
CD 


o 


o 


o 

co 


o 

CvJ 


0 

CD 

C\J 

o 

CD 
l 

ion 

c 

o 

o 

CD 

CD 

< 

c 

> 

CD 
CD 

CO 

o 

X 

Q 

CO 

■  MM 

<D 
k_ 

CD 

O 

O) 

ce  of 

Ll 

veni 

Fra 

len 

Ju 

an 

ive  ( 

va 

CO 

CO 

osit 

CD 

Q_ 

cl 

"cO 

> 

X 

co 

JO  CO 

g  03  S 

2  E  z 

X 


CO 

6 


c 

0 
O 

<D 
CL 


CO 
13 
X 

o 

CO 

o 


CO 
CD 

CO 


CO 

Z) 
Q 


CO 

X 
CD 
CO 

CD 

> 
CO 

0 


co 

n 


CD 
X 


CO 

CD  ^ 

E  z 

LL 


co  CD  $2 


O 

LO 


o 


o 

CO 


o 

CM 


c  a) 

o  O  00 

E  c  a) 

CD  LI_ 
O  D) 

c  .g  c 

0)  "O  CO 

co  c  CO 

>  CD 

0  £ 

1  < 


=  m 

o  O  CO 

£  'c  o> 

>5°  = 

m-  CO  ^  o 

o  5> 

c  .£  c 

O  "O  CO 

cc  c  CO 

>  CD 

CD  £ 

CL  < 


CD 
> 


CO 
O 
CL 

> 

X 

-»— ' 

c 

CD 

O 
i_ 

CD 

CL 


O 
CD 


CO 

cvi 


CO 

cvi 


cvi 


iq 
cvi 


CO 


o 


o 


o 

CO 


o 

C\J 


CD  85 
w  CO 


5:3 

CO  ■ 

< 


°9 
co  " 


CD 

I  CM 

C  7 
CO  z 

o  — 


CD  7: 
55 


CO 

am 

Yd 

rogr 

CD 

Q_ 

i 

c 

CD 

o 

CO 

0 

E 

CD 

< 

> 

"cO 

CO 

I 

0 

CO 

■  mmmm 

o 

anc 

0 

Dru 

Li. 

o 
c 

0 

O) 

CO 

CO 

c 

CO 

> 

■  MM 

CD 

0 

CL 

Enl 

0 
> 


CO 

o 

CL 
> 

X 

-t— • 
c 

0 

O 
s— 

0 

CL 


CD 
CNJ 


CO 


CD 


O 


O 


o 

CO 


o 

CNJ 


CO  ~o 

"a  ^ 
^  < 


O 


CO 

0  O 


5    0  = 

^  o 


E£ 
c  c 

^  o 


< 
> 

x 

H — 

o 

c  c 

_0  0 

05  E 

>  o 

0 


CD 

> 


CO 

o 

CL 

> 

x 
■«-» 

c 

CD 
O 

i— 

a 


O 


O 


O 
CO 


O 


6 


o 

^  10 


o 

< 


CD 
O 

O 


C\J 
O 


C 
C 

<tf  g  T~ 

Z 

■—  —  u. 
E 

LL 


c 

E 
o 


r   V  CO 


CO 

■o 

o 


CO 
0) 


o 
o 

CO 

"o 
c 


ESTIMATED  HIV  SEROPREVALENCE  AMONG  SF  YOUTHS  AGED  12-25 


POPULATION  HIV  PREVALENCE 

RISK  GROUP  SIZE  N  PERCENT 

Gay /Bisexual  Men 

Non-IDUs  5,000  600  12% 

IDUs  300                   40  13% 

SUBTOTAL  5,300  640  12% 

Injection  Drug  Users 

Heterosexual  Men  1,600                    33  2% 

Women  1.300                    27  2% 

SUBTOTAL  2,900                    60  2% 

Other  Youth 

Women  62,100  125  0.2% 

Heterosexual  Men  58.400                   55  0.1% 

SUBTOTAL  120,500  180  0.15% 


TOTAL  128,700  880  0.7% 


Note:  These  880  youths  represent  3%  of  all  living  HIV-infected  persons 
in  San  Francisco. 


Figure  15 
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